MISSOURI DIVISION OF HEALTH 3 SEANDARD CERTIFICATE OF DEATH &@63-03010~

DEPARTMENT OF PUBLIC MEALTH AND WELFAR 003 ST TIE o
00 No‘r: WRITE AMENDED Registration Dintrict No. —.-:‘._...:.::.._....__.an-rv Registration District No. ___Z" ¥ ¥ ___ Registrara Ne. ___?17_2

ON THIS STUB hi TS
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decenad Iived. i institution; Residence before

. COUNTY . 5T . N i
a COU a. STATE MiSE ourl b COUN!’S t .LOUi g adrmission)
b. CITY {If outside corporate limits, give TOWNSHIP only) Lengih of stay in 1b c. CITY . Inside Limits

OR
10wN St Louis TOWN University City Yer fgd Mo []
¢. FULL NAME OF (If NOT in hospital, give location) Intide Limirs o, STRE (If cutside, give location) Retida on Farm

wertnon WMissouri Baptist Hospitalvedf wen BB 7400 Cornsll Yes O No O

1. NAME OF DECEASED Firar Middle Last 4, DATE Manth Day Year

{Type or print} ROBERT LEE JOHNSON DEO.:TH July 10 1963

5. SEX & COLOR OR RACE 7. Mortied¥]  Never Married [ |B. DMEﬁF BIRTH | 9 AGE {lost birthday} | IF UNDER | YEAR 1F UNDER 24 HR

V5 300
Rev. 4/59

DATE AMENDED

Mle White widowed ] Divarced (O 72 Months Days Hours Min,
10a. USUAL OCCUPATION {Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stale or country) [ 12, CITIZEN OF WHAT COUNTRY

PRESLgbHL, JoNHsaH, Ine” | Printing Co., Oakland, California | U.S. A&

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Albert Johnson Elizabeth snderson Nannie Johnson

15. wAS DECEASED EVER IN L.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANTY Addresy

{Yes, ng, ar unknown}| (If yes, give war or dates of servi
= 'hé e Nannie Johnson 7400 Cornell

18. CAUSE OF DEATH (Enter only one cause per line Xaqr Toy, (0T, Ao (o7 INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: ) E g — . /Z ONSET AND DEATH
IMMEDIATE CAUSE (a) WM W JJ&' Y

DOCUMENT

Conditions, if any, DUE TO (b) %’ 7%4“ & ?' A
wbP:ch pave riu( 'i.a
cauie a).
:m;rg the under- W / 5 3 :;
{ying cause [ast. DUE TO (c)

PART 1. OTHER SIGNIFICANT CONPITIONS CONTRIBUTING TO DEATH but net relsied o the terminal PART lil. If decpaned wat  fermsle  was
- diseare condition given in PART | [a) there » pregnancy in last 90 days,

ID Yes ’ 0O Neo [ [0 Unknown

9. WAS AUTOPSY Ab{.qccmsm SUICIDE  AOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in FART ) or PART 11 of item 1B.]
PERFORMED? [} O (] .
YES [] MNO . '

20c. TIME OF  Houl Month, Day, Yoar |
INJURY a.m.
p-m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY [e.g., in or about heme, | 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK [] tarm, factary, straet, office bldg, etc.)
NOT WHILE AT WORK (] . V J

21. 1 attended the deceased from /,?J [l nd last “‘""tﬁ:‘”"’ an %/g/zj

! o the date stated above, and to the best of my knowledge, from the causes stared.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at

B2 il o] TS Y, Tanloe. 150025

73a. BURIAL, CREMATION, | 23b. DATE TICNAME OF CEMETERY OR CREMATORY 23d. LOCATION- (CHy, taven, or county) 7 (S1arf)

"HemOvEL"” 7/12/63 Lake Charles Cemetery St.Louis  Copnty Missour

24. FUNERAL DIRECTOR ADDRESS 25. DAT D. BY LOCAL REG. 26, R%‘AR'S W
Lupton Chapel, Inc 7233 Delmar Blvd JOL 10 1953 a.../ . /D,

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. ’

Student ) Signed Z W@,&/gz M

Signature of Student Embalmer
Licensed Embalm . 3 o //

i P. O. Addre, il

'
-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by e STUDENT, he also shall sign in his OWN handwriting.
_LE this body._ is rlot embalmed, fq_cl_rshgll.&'l_d be so stated above.

- - -
. -




